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INSTRUCTIONS FOR COMPLETING THE BOARD APPLICATION

Read the following instructions and those throughout the application packet carefully before completing the
application.  Only complete applications with the appropriate fee will be accepted. Failure to submit all
required information and appropriate documentation may result in processing delays.

General Instructions

1. Make a copy of the application and forms before you begin in case you make a mistake.

2. Type your information or print in blue or black ball-point pen.  HEALTH staff will not make assumptions about
illegible information.

3. Provide a response to each section or question; otherwise mark “N/A” for Not Applicable.

4. We suggest that you make a copy of your completed application before submitting it to HEALTH.

5. It is your responsibility to check on the status of your application.

Completing your Application

1. Complete the application pages (5-8). You must respond to all components of the application as instructed.
If you attach separate pages in continuation of the Board application, such pages MUST clearly indicate the
section for which such information is being reported.

2. Make a check or money order (in U.S. Funds only) for the application fee payable to General Treasurer,
State of Rhode Island and staple it to the upper left-hand corner of the first (Top) page of the application.
This application fee is NONREFUNDABLE.

3. Complete all application materials as instructed and arrange them in the order listed on the application
checklist (page 9).  Do not submit the application without all applicable information, documentation and
fee(s).  Mail these components of the application to:

 Rhode Island Department of Health
Advisory Council on Midwifery

Room 105, 3 Capitol Hill
Providence, RI 02908-5097

In addition to the materials you mail to HEALTH, the following must be either mailed or requested from other
sources.

1. Official transcript from the school of midwifery must be submitted by the college/school/university, directly to
the Board, at the address listed above.  Fascimiles will not be accepted.  This transcript includes the date of
completion, graduation, and degree.

2. Interstate Verification Forms.  The original state of licensure must be sent the form on Page 10, and all other
licensing authorities in which you are/were licensed must be sent the form on Page 11 (which may be copied
as needed).  Be sure to sign and complete the identifying information on each form.  HEALTH must receive
these verifications directly from the licensing authority.



State of Rhode Island
Advisory Council on Midwifery

Refer to the Application Instructions when completing these forms.  Type or block print only.  Do not use felt-tip pens.
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1. Name(s)

Maiden, if applicable

Suffix (i.e., Jr., Sr., II, III)

Name(s) under which originally licensed in another state, if different from  above (First, Middle, Last).

2. Social Security
Number

3. Gender

4. Date and Place
of Birth

FemaleMale

U.S. Social Security Number

Title (i.e., Mr., Mrs., Ms., Dr., etc.)

Surname, (Last Name)

 Middle Name

First Name

Month Day Year

5. Home
    Address 1st Line Address (Apartment/Suite/Room Number, etc.)

Second Line Address (Number and Street)

City

Country, If NOT U.S.

City and State;  OR Province and Country, etc., if NOT U.S.

State

This is the name that
will be printed on your
License/Permit/
Certificate and
reported to those who
inquire about your
License/ Permit/
Certificate. Do not use
nicknames, etc.

Zip Code

1st Line Address (Department/Suite/Room Number, etc.)

Name of Business/Work Location

Second Line Address (Number and Street)

City

Country, If NOT U.S. Postal Code, If NOT U.S.

- For Internal Purposes Only -

     1   9

It is your responsibility
to notify the board of all
address changes.

State Zip Code

Postal Code, If NOT U.S.

Business FaxExtensionBusiness Phone

Home Phone Home Fax

Email Address (Format for email address is Username@domain e.g. applicant@isp.com)

6. Business
    Address
    (ONLY if it is
    RELATED to
    your license.)

It is your responsibility
to notify the board of all
address changes.

This address will
appear on the
Department of
Health web site.



If you answer “Yes” to questions 1-4, please provide a written explanation below, and attach a copy of all supporting documentation (e.g.,
Board order, complaint, etc.).

__________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Rhode Island Advisory Council on Midwifery
Room 105, Three Capitol Hill
Providence, RI 02908-5097

(401) 222-5700

INTERSTATE VERIFICATION FORM - OTHER STATES OF LICENSURE
I am applying for a license to practice as a midwife in the State of Rhode Island. The Rhode Island Advisory Council on Midwifery  requires that the
following form be completed by the jurisdiction in which I obtained a license. This constitutes your authority to release all information in your files,
favorable or otherwise, directly to the Rhode Island Advisory Council on Midwifery at the above address.

Print/Type Full Name

Previous Names Used

Signature Date

License Number Date Issued

THIS SECTION TO BE COMPLETED BY THE MIDWIFERY BOARD
License Status:

Active      Inactive  Lapsed
Original Date Issued: Expiration Date:

Questions:

1. Has this midwife ever been investigated by your Board? Yes No

2. Has this midwife incurred any disciplinary proceedings in your state, or is any action pending? Yes No

3. Has the applicant’s license ever been denied, surrendered, reprimanded, suspended, revoked or placed Yes No

    on probation?

4. Do you know of any information that may discredit this person? Yes No

Substitute forms are not acceptable - This form may be duplicated as needed.

Please Affix
Board Seal Here

Certification:

______________________________________________ ___________________
Signature   Date

__________________________________________________________________________
Type or Print Name

__________________________________________________________________________
Title

__________________________________________________________________________
Full Name of Licensing Board

Please return directly to the Board at the above address. Thank you for your prompt cooperation.
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Social Security Number           Date of Birth



http://www.deadiversion.usdoj.gov./drugreg/reg_apps/index.html
www.rilin.state.ri.us/Statutes/Title21/21-28/index.htm


State of Rhode Island and Providence Plantations

DEPARTMENT OF HEALTH

Office of the Director
Cannon Building

3 Capitol Hill
 Providence, RI 02908-5097

Mandatory Addendum to License Application

This form MUST be completed, signed and attached to your
license application in order for us to process your application.

Pursuant to Chapter 75 of Title 5 of the Rhode Island General Laws, as
amended, any person applying for or renewing any license, permit, or other
authority to conduct a business or occupation within Rhode Island must have
filed all required state tax returns and paid all taxes due the state or must
have entered into a written installment agreement to pay delinquent state
taxes that is satisfactory to the Tax Administrator.

I hereby declare, under penalty of perjury, that I have filed all required state
tax returns and have either paid all taxes due the state or have entered into a
written installment agreement with the Rhode Island Division of Taxation.

        Signature        Date Social Security Number (SSN) or Federal
Employer Identification Number (FEIN)

Furnishing the SSN and/or FEIN is mandatory. The SSN and/or FEIN will be
transmitted to the Rhode Island Division of Taxation pursuant to Chapter 75
of Title 5 of the Rhode Island General Laws, as amended.

Verification of Social Security Number/Federal Employer Identification
Number and affidavit concerning taxpayer status

Applicant:  Print your complete last name >

Rhode Island Advisory Council on Midwifery - Page 13


	Title: 
	FirstName: 
	MiddleName: 
	Suffix: 
	MaidenName: 
	OtherName: 
	Gender: Off
	BirthPlace: 
	Home1st: 
	Home2nd: 
	HomeCity: 
	HomeState: 
	HomeZip: 
	HomeCountry: 
	HomePostal: 
	HomePhone: 
	HomeFax: 
	HomeEmail: 
	BusinessName: 
	Business1stLine: 
	Business2ndLine: 
	Business City: 
	BusinessState: 
	BusinessZip: 
	BusinessCountry: 
	BusinessPostal: 
	BusPhone: 
	BusExt: 
	BusFax: 
	LastName: 
	PrefMailing: Off
	TypeSchool: 
	NameSchool: 
	YearGrad1: 
	LicOtherState: Off
	State/Counry1: 
	LicOther1: Off
	State/Counry10: 
	LicOther10: Off
	State/Counry2: 
	LicOther2: Off
	State/Counry11: 
	LicOther11: Off
	State/Counry3: 
	LicOther3: Off
	State/Counry12: 
	LicOther12: Off
	State/Counry4: 
	LicOther4: Off
	State/Counry13: 
	LicOther13: Off
	State/Counry5: 
	LicOther5: Off
	State/Counry14: 
	LicOther14: Off
	State/Counry6: 
	LicOther6: Off
	State/Counry15: 
	LicOther15: Off
	State/Counry7: 
	LicOther7: Off
	State/Counry16: 
	LicOther16: Off
	State/Counry8: 
	LicOther8: Off
	State/Counry17: 
	LicOther17: Off
	State/Counry9: 
	LicOther9: Off
	State/Counry18: 
	LicOther18: Off
	MonthGrad1: 
	DayGrad1: 
	DegreeRec: 
	Major: 
	SpecType: 
	Org: 
	CertNo: 
	State: 
	LicNo: 


